radiograph from subjects 18 years of age or older admitted within 12 hours of OOHCA to a single quaternary care center in Western Pennsylvania from 2010-2015. They characterized findings according to a priori definitions consistent with standard radiology classifications and their expertise. A pre-specified abstraction form denoting abnormality, location of abnormality, and classification of abnormality as compatible with pneumonia, ARDS, aspiration, contusion, or heart failure was used. Gwet's AC1 was used to assess inter-rater agreement.
Study Objectives: This study aimed to determine the rate and risk factors of same pathogen sepsis readmissions following previous hospitalization for septic shock.
Methods: This retrospective study was performed using data from a prospective septic shock registry. This study was performed at a single urban tertiary center. All patients were treated with a protocol-driven resuscitation bundle therapy between 2011 and 2016. Adult (! 18 years) patients who were readmitted with sepsis within 90 days of discharge following hospitalization for septic shock.
Results: We analyzed 2062 septic shock patients, of whom 690 were readmitted within 90 days of discharge. Excluding scheduled and non-sepsis admissions, 274(13.3%) patients readmitted for sepsis were included. The culture-negative rate was 35.4% (97/274), while the same pathogen was isolated in 25% of cases (69/274). Multivariate analysis revealed that previous Gram-negative bacteremia, urinary tract infection, and same site infections were significantly associated with readmission for sepsis caused by the same pathogen.
Conclusions: Instances of patient readmissions within 90 days of initial hospitalization for septic shock were not uncommon, comprising 13.3% of all readmissions, and the rate of isolation of the same pathogen was 25% among these cases. Most of the readmissions following septic shock were new infections rather than relapses of the initial infection. Clinicians may consider using the same antibiotics as those initially used for patients with the risk factors listed above. Study Objectives: Yearly seasonal influenza pandemic has been an important public health issue around the world. There had been 2 major outbreaks in Taiwan in 2009 and 2016. More than 100 severe complicated influenza cases were reported to the Center of Disease Control, Taiwan. Mortality rate was about 30% among these patients. Early prediction of patients with potentially worse outcome is important in the emergency department. Sepsis-3 was the latest definition of sepsis published in 2017. qSOFA score had been developed as the initial evaluation tool of sepsis. In this study, we aimed to investigate the effectiveness of qSOFA score as a prognosis predictor of patients with influenza in the emergency department.
Methods: This is a single-centered, retrospective cohort study. All the data were retrieved from a hospital-based research database. Adult patients (age S 18 at admission) with a positive influenza rapid screening test or a positive Influenza virus polymerase chain reaction (PCR) from 2010 to 2016 were enrolled for data analysis. qSOFA score and systemic inflammatory response syndrome (SIRS) in the emergency department were both collected. Patients' data including basic characteristics, hospitalization status, and outcome were collected. The primary outcome is the performance of both scores in predicting in-hospital mortality.
Results: In the study period, 3,561 patient visits met the inclusion criteria. Mean patient's age was 48.1 AE 19.5 with nearly equal sex distribution (48.2 % male). 1,527 patients (42.9%) were admitted to the hospital. 286 patients (8%) were admitted to the intensive care unit (ICU). The overall in-hospital mortality was 2.7%. with an overall in-hospital mortality rate of 2.7% (95 patients). When qSOFA score is 0, 1, 2, and 3, the percentage of hospital admission was 34.3%. 66.7%, 80.4%, and 75%, respectively. Accordingly, the in-hospital mortality was 0.6%, 7.2%, 15.9%, and 25%, respectively. The odds ratios of in-hospital mortality were 7.72 (4.35-13.70, 95% confidence interval), 11.92 (5.74-24.77), and 22.46 (4.33-116.61 ) when qSOFA score was 1, 2, and 3, respectively (all p value < 0.001). The odds ratios of ICU admission were 7.21 (5. 35-9.73), 12.54 (8.04-19.56), and 38.7 (11.73-127.72 ) when qSOFA score was 1, 2, and 3, respectively (all p<0.001). The sensitivity and specificity of when aSOFA score S 2 was 24% and 96.2%, respectively. Area under depicted ROC curve was 0.864, which is significantly higher compared to SIRS criteria, which was 0.786 (p < 0.01).
Conclusions: Influenza infection was usually a self-limited disease with low inhospital mortality. Disease progression of severe complicated influenza might develop in a very short time interval. qSOFA score at presentation in the emergency department greater than 2 was a prognostic predictor for both ICU admission and in-hospital mortality but it should not be used to exclude further deterioration due to its poor sensitivity. Study Objectives: Penicillin allergies limit the use of first-line antimicrobials and are associated with poor patient outcomes and increased costs of care. Penicillin skin testing is a method for challenging penicillin allergies; however, this method may not be feasible in all settings as it is time and resource intensive. Data suggests that cephalosporins have a much lower rate of cross-reactivity to penicillins than previously believed and are generally considered safe in non-severe penicillin allergic patients. Emergency department (ED) pharmacists are well positioned to conduct antimicrobial stewardship interventions, including allergy clarifications and challenges. The primary outcome of this study was to compare the rate of beta-lactam allergy challenge in the ED over time, defined as receipt of either a penicillin or cephalosporin despite a documented beta-lactam allergy. Secondary outcomes compared the rate of patients receiving first-line treatment, defined as empiric therapy based on institutional guidelines, as well as allergy challenge rates in the ED when an ED pharmacist was present versus absent. Additionally, patient outcomes were compared when a betalactam allergy was challenged versus an alternative agent administered.
Methods: A retrospective cohort study was conducted at a 44-bed urban ED treating over 75,000 patients annually. The ED-antimicrobial stewardship program (EASP), established in October 2013, includes leadership of 2 ED pharmacists and 1 infectious diseases pharmacist. Three time periods were compared: pre-EASP (2010), early-EASP (2014), and established-EASP (2016). A subgroup analysis was conducted comparing the rate of beta-lactam allergy challenge when an ED pharmacist was present versus absent. Adult patients were eligible for inclusion if they were admitted to the hospital from the ED with a diagnosis of community-acquired pneumonia, community-acquired intra-abdominal infection, or UTI/pyelonephritis. Data collected included patient demographics, allergy characteristics, antibiotic therapy, allergy challenge and clinical outcomes. Statistical analysis was performed using SPSS and a pvalue less than 0.05 was considered statistically significant.
Results: A total of 250 patients were included for analysis (pre-EASP n ¼ 34, early-EASP n ¼ 103, established-EASP n ¼ 113). Baseline demographics were similar among groups. The majority of patients had a penicillin allergy (86.8%) compared to a cephalosporin allergy (19.6%); 7.2% of patients reported both. Allergies were classified as being non-severe in the majority of patients (72.4%). The rate of beta-lactam allergy challenge in the ED increased over time (pre-EASP 5.9%, early-EASP 56.3%, established-EASP 68.1%, p < 0.001). Rates of first-line treatment also increased from 2010 to 2014 and 2016 (2.9%, 46.6%, 55.8%, p < 0.001). Clinical outcomes were similar between groups, with only one patient developing a non-anaphylactic allergic reaction following a beta-lactam challenge. First-line treatment was 58.4% when an ED pharmacist was present versus 41.8% when absent (p ¼ 0.016).
Conclusions: Following the implementation of a pharmacist-driven EASP, significantly more patients with a beta-lactam allergy had their allergy challenged and received first-line treatment. Less than 1% of patients whose allergy was challenged developed an allergic response. Results of this study support EASPs to increase the use of first-line beta-lactam therapies.
